In addition to theoretical support for maintaining contact, researchers have also found demonstrable benefits from maintaining contact in foster care and medical hospital settings, and these findings hold promise for informing the field of children's mental health. Although causal pathways are unclear, foster care studies have found parental visiting to be significantly associated with shorter length of stay in foster care (Benedict & White, 1991; Fanshel & Shinn, 1978; Mech, 1985; White, Alber, & Bitonti, 1996) and higher rates of family reunification (Davis, Landsverk, Newton, & Ganger, 1996) . In one study, children in foster care who regularly received parental visits had lower total behavior problem scores and fewer internalizing behaviors, such as depression and anxiety, than those with no or irregular contact (Cantos, Gries, & Slis, 1997) . Because face-to-face visits require parent and child to grapple with the reasons for the placement and their feelings about each other and their future relationship, such contact is seen as increasing the probability of reunification (Sanchirico & Jablonka, 2000) .
Results of studies of parent-child contact in medical hospitals have revealed that parental presence and participation in the hospitalized child's care can help the child. For example, Jones (1994) found that consistent and active participation by parents in routine care, emotional nurturance, and therapeutic procedures was associated with children's having higher activity levels and being less upset during painful procedures. In addition, studies of parental visiting during postoperative recovery found significantly decreased crying by children whose parents were present (Fiorentini, 1993) .
Two studies in residential treatment settings are relevant to this review. In a study of incarcerated boys, Borgman (1985) found that more frequent visiting by families was associated with less major misconduct, and, for boys 15 years and older, visiting frequency was also significantly related to reduced moderate infractions. A second, more recent study (Landsman, Groza, Tyler, & Malone, 2001 ) represents the only published research examining the effectiveness of a family-centered residential treatment model on permanency outcomes for children. The study included two groups from a single residential facility. The experimental group's intervention was designed to serve caregivers in addition to child residents and included skills training for parents, access to flexible funds, extended aftercare services, and active promotion of family involvement, decision making, and empowerment. The comparison group focused on the child as the primary recipient of the agency's standard residential treatment program, which included individual and group therapy; behavior management; and educational, psychiatric, medical, and recreational services. Results indicated that children in the family-centered experimental group had significantly shorter lengths of stay, and 49.0% were discharged home directly from residential treatment, compared with 19.0% of the comparison group.
These findings suggest the importance of further understanding the relationship between parent-child contact and outcomes in out-of-home treatment programs. The study presented here lays a foundation for this work by examining parents' experience of contact with their children in out-of-home treatment in light of prevailing national standards. Background information for this study was collected through focus groups conducted in 1996 and 1997. Groups were held with family members whose children were receiving out-of-home care and with residential treatment staff. The purpose was to learn about family and staff experiences and to identify barriers and supports to family involvement. During the focus groups, many family members expressed concern that contact with their children was limited, especially by inflexible rules and policies, including the application of point and level systems. On the basis of the results of the focus groups, a survey was designed to systematically gather data on family participation while the children were receiving treatment while living at home or in out-of-home settings. This article presents findings from an analysis of the responses of parents whose children were or had recently been in out-of-home placement for the purpose of treatment. The following questions guided the analysis: (a) What do parents report about parent-child contact during the initial stages of placement? (b) What do parents report about frequency of contact? (c) What do parents report about restrictions on contact with their child? and (d) How are parents' experiences in this cross-sectional study related to examples of current laws and standards regarding parent-child contact when the child is placed out of his or her home?
Method

Sampling
Eligible participants were parents or other caregivers with primary responsibility for youth aged 0 to 20 years who had received 3 months or more of treatment while living at home or 30 or more continuous days of out-of-home treatment for their emotional, behavioral, or mental disorders between September 1, 1996, and August 31, 1998 . A sample of parents was recruited in two ways. First, randomly selected chapters of the Federation of Families for Children's Mental Health, a national family support and advocacy organization, assisted in recruitment. Using materials we had prepared, these family organizations sent letters to individuals on their mailing list describing the study, along with forms to return if they met the study criteria and were willing to participate. Additionally, family members on the mailing lists of a national research and training center were invited to participate in the study. Willing participants returned forms confirming eligibility to complete either the in-or out-of-home version of the questionnaire, which they returned by mail. Participation was anonymous, as questionnaires were returned with no identifying information. As an incentive, participants could order two complimentary publications that they chose from a list and returned separately from the questionnaire.
Data Collection
Data collection occurred in 1999-2000. A total of 867 willingness forms were returned; 646 in-home questionnaires and 221 out-of-home questionnaires were mailed to the participants. Reminder postcards were mailed at 2 and 4 weeks after the initial mailing of the questionnaire. A total of 489 usable surveys were returned by mail from 46 states, representing a 56.6% response rate. The returned questionnaires included 372 (76.1 %) of the in-home version and 117 (23.9%) of the out-of-home version. There was no significant difference in return rates between in-home and out-of-home questionnaires. This analysis focuses on a subset of the sample, the responses from 102 parents whose children received out-of-home treatment in one of three settings: residential treatment centers (66.7%), psychiatric hospitals/ units (20.6%), and group homes (12.7%).
Measures
Demographic information. Respondents were asked to indicate their age, race, sex, family income, highest level of education they had completed, familial relationship to the focal child, and custody status. We measured familial relationship by asking whether the respondent was a relative of the child by birth or adoption (mother, father, grandparent, other relative) or a nonrelative (foster parent or other). We measured custody status by asking whether the respondent, another relative, or a state agency had legal custody of the focal child at the time of placement. Respondents were also asked about characteristics of the child (age, race, sex, number of diagnoses, and type of out-of-home placement).
Contact and limits on contact.
Questions from the Family Participation Survey used in the present analysis assessed frequency of and restrictions on contact. First, parents were asked whether contact with their child was limited for an initial period of adjustment (yes/no). We measured frequency of contact on an 8-point scale (from 1 = never to 8 = daily) by asking how often contact by telephone and visits (on campus, away from campus, and at home) occurred. We calculated total amount of contact by summing the midpoint of the frequency range for telephone contacts and visits. Parents were then asked whether, after the initial adjustment period, contact between child and family was restricted (yes/no) and, if so, what reason was given by the program. Contingencies on contact were measured in two ways. Parents were asked whether the out-of-home placement used a levels system in which their child earned points toward contact (yes/no) and to indicate from a list whether the program made contact dependent on the behavior of their child, other children in the living unit, or parent participation in therapeutic or educational services.
Standards and Rules
National accreditation and state licensing both involve monitoring various standards and requirements to assess service quality. Standards developed by national accrediting bodies, including the Council on Accreditation for Children and Family Services (COA; 2001a, 20016) and the Joint Commission on Accreditation of Health Care Organizations (JCAHO; 1997 , 2002 , were reviewed for policies related to parent-child contact that were in effect during the 1997-1998 time period that family members were surveyed (see Table 1 ). These organizations accredit behavioral health and health care organizations, including hospitals, residential treatment programs, independent living facilities, and group homes. Facilities and programs may choose to be accredited by more than one body. These national accrediting bodies are playing a progressively more important role in helping to ensure quality care. COA accredits or is in the process of accrediting over 1,500 organizations serving nearly 7 million children, youth, and families in the United States, Canada, Bermuda, and Puerto Rico (Joseph Seoane [COA's Director of Client and Trustee Relations], personal communication, August 13, 2003) . JCAHO accredits more than 15,000 health care organizations serving a variety of populations (JCAHO, 1999 (JCAHO, , 2002 .
Purchasers of care, both public and private, increasingly require accreditation for an agency to be eligible for contracts. States are also raising the value of accreditation by giving "deemed status" to nationally accredited organizations, which allows them to qualify for Medicaid reimbursement and exemption from relicensing surveys (Edmunds et al., 1997, p. 218) . As of 1996, COA held deemed status in 22 states, which indicates that the state accepts accreditation as a measure of adequate quality and consumer protection (cited in Edmunds et al., 1997) . Recent reports indicate that states are increasingly accepting accreditation in lieu of state certification and relicensure (Klarberg, 2003) . The standards in Table 1 fall into three categories: (a) overall policies and practices related to parent-child contact, (b) visiting policies, and (c) restrictions related to visiting and other forms of contact. In the following sections of this article, we examine our results in relation to these out-of-home treatment standards.
Table I
Examples of Standards
Subject Organization
Contact
The organization makes ongoing efforts to involve the 
Data Analysis
Analysis included statistics describing the respondents and focal child. Frequencies and percentages were calculated for amount of contact and restrictions on contact. Bivariate analyses were performed to investigate relations among variables in the study. Following a description of the sample, findings are presented in relation to each research question. Standards are presented first, followed by survey findings.
Results
Description of Sample
A description of the sample is shown in Table 2 . Eight male parents and 94 female parents reported on 74 male and 28 female children. Most of the respondents were birth mothers (68.6%) or adoptive mothers (18.6%). Although the U.S. median household income range was relatively high ($35,000-$44,999 per year), 32.0% of respondents had a very low family income (less than 50.0% of the U.S. median), and one half of these families were at or below the federal poverty threshold (Federal Register, 1999 ; U.S. Census Bureau, 2000) . Seventy-nine percent had legal custody of the child at the time of placement, and, of those without legal custody, the majority (52.0%) reported relinquishment of parental rights as a prerequisite for state funding of treatment services.
The average accumulated length of out-of-home placement over the 2-year study period was 13.8 months (SD = 7.6). Of all children, 65.7% were reported to have had just one out-of-home placement. Nearly 90% (89.1%) of the children had more than one diagnosis (M = 3.8, SD = 2.1). The most common diagnoses reported were attention-deficit/hyperactivity disorder (49.0%), bipolar disorder (42.2%), and oppositional defiant disorder (40.2%). In addition to general demographic information describing parent and child, respondents were asked the age at which the child first experienced difficulties (M = 6.1 years, SD = 3.8) and first received mental health services (M = 7.2 years, SD = 3.8). We created a severity rating scale by adding the number of diagnoses reported and the number of years the child had been experiencing difficulties (the difference between a child's current age and the age at which he or she began experiencing difficulties).
Parent-Child Contact: Initial Stages and Placement
Standards and policies addressing contact immediately after placement. Concerns expressed by parents during focus groups prompted the inclusion of questions specifically addressing parent-child contact immediately following placement, as many parents said that contact with their child was limited during an initial period following the child's entry. The standards we examined do not, however, provide policies for different stages of a placement; rather, they are assumed applicable for the entirety of a child's stay (see Table 1 ). According to the policies and regulations examined, organizations must have written policies guaranteeing the right of parents to communicate with and visit their children and have service plans developed in cooperation with parents that specify frequency, length, and location of visits and telephone calls (COA, 2001; JCAHO, 1997) .
Parent reports on restrictions immediately after placement. Nearly 60.0% of parents reported that parent-child contact was limited for an initial period of adjustment after placement. This period lasted 1-8 weeks, with the largest percentage of parents who had limitations on contact immediately after placement reporting periods of 1 (23.5%), 2 (25.5%), or 4 (33.3%) weeks. There was no significant difference in restrictions on the basis of child age or treatment setting. Parents of children less than 11 years of age were equally likely to report restrictions on initial contact as those with older children, X 2 (1, N = 102) = 0.08, p = .77. Parents with children in the three treatment settings (residential, psychiatric hospital, and group home) reported limits on initial contact with equal frequency, X 2 (2, N = 102) = 2.96, p = .30. However, noncustodial parents were more likely to report such restrictions than custodial parents, X 2 (1, N = 99) = 5.50, p < .05, even though only 14.0% (n = 3) stated reasons such as abuse or neglect for not having custody.
Parent reports of the reasons given by facility personnel for restricting initial contact fell into two categories. The primary explanation reported was that the child "needed time to adjust" or to "settle in." The second most frequently mentioned reason was that visits and other forms of contact were considered a privilege that had to be earned; for example, a parent noted that her child was "not on level for visits." Parent reports on frequency of contact. Respondents reported that telephone contact occurred most frequently, with 88.2% of parents reporting telephone contact once a week or more, whereas 63.0%, 33.0%, and 23.7% reported that visits occurred once a week or more on campus, off campus, and at home, respectively. Total amount of contact varied by child's age, distance from home to placement, and limits on contact. Younger children had more contact with their family (r = -.289, p < .0l), as did children in treatment facilities closer to home (r = -.255, p < .05). There were no significant differences in frequency of contact on the basis of the child's sex, race, or severity of condition, nor were there significant differences on the basis of respondent characteristics (sex, race, age, income, education, custody status, or marital status).
Parent-Child Contact: Restrictions on Contact
Standards and policies addressing restrictions on contact. Regulatory bodies require that restrictions on contact be fully explained, be disclosed prior to placement, demonstrate benefit to the individual served, and be determined with the participation of the individual and her or his family when appropriate (JCAHO, 2002) . Regular reviews for therapeutic effectiveness are required when restrictions are imposed (COA, 2001 ). Finally, circumstances under which restrictions on parent-child contact may be implemented are limited to three conditions judicial orders, potential for child endangerment, and the possibility of adverse effects on the child's mental health and development (COA, 2001; CDHPF, 2001; Massachusetts General Laws, 1997) . Restrictions as a consequence of group punishment are considered undesirable, nontherapeutic, and counterproductive by some (Child Welfare League of America, 1991; VanderVen, 1995) ; however, regulatory bodies in the United States have only begun to address this issue.
Parent reports about restrictions on contact.
Many parents reported that after an initial period of adjustment, subsequent parent-child contact was contingent on the child's behavior, sometimes in connection with the use of point and level systems. Many programs use point and level systems as a behavior management technique. Points are earned for exhibiting desirable behavior and may be deducted for failure to follow rules (VanderVen, 1995) . Accumulation of points advances children to different levels, which are tied to privileges such as participation in activities, opportunities for autonomy, and, in many cases, visits with family.
The majority (79.4%) of parents reported at least one type of restriction on contact. Almost 40% (39.6%) of respondents reported restrictions on telephone calls, 35.6% of respondents reported restrictions on day visits at the facility, 46.9% of respondents reported restrictions on day visits away from the facility, and 60.0% of respondents reported restrictions on home visits. Telephone contact and visits were less frequent for those reporting limits than for those without limits. For telephone contact, the difference was statistically significant, t(100) = 2.15, p < .05. The likelihood of limits on contact varied significantly by child gender, parent marital status, and parent custodial status (see Table 3 ). Parents of girls and single parents were more likely to report restrictions on contact. Parents who did not have legal custody of their children were also more likely to report restrictions.
Approximately half (51.0%) of the respondents reported restrictions on parent-child contact on the basis of a point and level system. Parents made comments such as, "He was allowed to call weekly unless he lost the privilege," and, "Contact was restricted by individual and group behavior." Fifty-nine percent of respondents reported that contact with their child was dependent on their child's behavior. Such contingencies based on the child's behavior varied by severity score and family income. Parents of children with less severe problems were more likely to report that contact with their children was contingent on the child's behavior than those who did not report contingencies based on their child's behavior, t(99) = 2.02, p < .05, and, of parents who earned very low incomes (less than 50.0% of the U.S. median), 82.4% reported such contingencies compared with 54.2% of those who earned more (n = 100; odds ratio [OR] = 1.5, 95% confidence interval [CI] = 1.05, 14.75). Some parents (11.8%) were required to participate in educational or therapeutic services as a condition for contact with their children.
Parents of children younger than 11 years of age (n = 12) were five times more likely to report this requirement than parents of older children (n = 90; OR = 4.0, 95% CI = 1.26, 20.83).
Sometimes restrictions had nothing to do with either the child's or the parent's behavior. Sixteen percent of parents reported that parent-child contact was contingent on the behavior of peers in the living or treatment unit. One parent commented that on one occasion the "group [was] on lockdown (they cancelled my visit that afternoon after [the] hotel was confirmed and paid)."
Reported reasons for limiting contact fell primarily into four main categories: individual staff discretion, restrictive facility policies, behavior modification programs, and maintenance of the "therapeutic" environment. Responses revealed the perception on the part of some parents that limits were imposed arbitrarily. Some parents felt that "staff choice" or "convenience for staff' and "subjective observations [and/ or] staff opinions" were the primary determinants. Comments by parents also indicated restrictive policies regarding amount of contact. One parent said, "[There was a] limit of 2 (or fewer) calls per week"; another reported, "Visiting hours were limited to Saturday or Sunday from 1-4 p.m." Visits were thought to be earned "through good behavior." Parents reported that calls were restricted, "so as not to interfere with the group's flow of events/daily schedule" and that visits were encouraged on weekends only, "otherwise visits interfered with [the] therapeutic process." 
Discussion
Despite good reasons to promote parent-child visits, many organizations still restrict contact between children and their parents. Contact during the initial period is ostensibly limited to assist in the child's adjustment. Although accrediting guidelines do not address initial contact, contemporary child welfare literature highlights the importance of actively preserving children's attachment to their parents and minimizing the stress and trauma of separation (Downs et al., 2000) . Regular and frequent parental visitation is widely recognized as crucial to maintaining attachments (Grigsby, 1994; McWey, 2000) . Particularly troublesome is that our findings indicate that initial restrictions on contact were applied equally to children regardless of age and setting.
There are no empirical studies that support limiting parent-child contact as a method of helping children adjust to out-of-home settings. In the first half of the 1900s, prominent theoretical models conveyed the notion that parents were to blame for their child's difficulties, with children needing to be removed from the noxious influence of their family (VanderVen, 1991) . Foster parents and child care workers may interpret a child's emotional distress before, during, or after visits as evidence for the negative effect of parent-child contact instead of recognizing the emotional pain that is part of the process involved in separation and loss (Coleman, 1999; Hess, 1988) . Although the child welfare and mental health fields have moved away from a "child rescue" philosophy and toward a new paradigm that emphasizes the preservation of family ties even when family members need to be separated (Coleman, 1999; Johnson, 1999) , parents' experiences suggest that vestiges of earlier theories continue to shape actual practices. This is especially true regarding the issue of parent-child contact.
After the initial period, contact often becomes contingent on the behavior of the child, parent, or unit group in the facility. Many parents reported experiences in contrast to approaches embodied in regulations and administrative rules, including the finding that family contact was treated as a privilege to be earned or as a contingency based on child, parent, or unit group behavior. There is no mention of the undesirability of using child misbehavior or parent attendance at a parent education class as a necessary precondition or contingency for parental contact with the child. In contrast, England's administrative regulations list any restrictions or refusal of visits/communications as unacceptable practices under the Children Act of 1989, and such restrictions are permitted only when specified as a court requirement (Whittaker, Archer, & Hicks, 1998) .
Although family contact as a privilege is not a feature of all point and level systems, over half the respondents identified point and level systems as the reason for contact being limited. A significant problem with point and level systems is that they are usually not individualized. They govern a host of behaviors required of all children, thus compromising sensitivity to cultural and other kinds of differences among children (VanderVen, 2000) . This "one size fits all" approach contradicts the Child Welfare League of America's (1991) Standards of Excellence for Residential Group Care Services, which stated that group punishment is undesirable and that behavioral expectations should be individualized according to a child's age, maturity level, and ability to manage his or her own behavior. JCAHO (2002) has recently made changes to its behavioral health care standards that emphasize individualization of interventions and prohibit group contingencies based on a single individual's behavior. In residential settings where there has been an emphasis on maintaining control over residents and minimizing staff discretion (Moses, 2000) , more highly trained staff are required to implement individualized approaches to treatment. Individualized services in accordance with the unique needs and potentials of each child are a key feature of systems of care for children with serious emotional disorders and their family (Stroul & Friedman, 1986) and are emphasized in wraparound services (VanDenBerg, 1999) .
Although agencies' policies regarding restrictions on contact may be applied equally to all residents, it is unlikely that the distress of parents and children is equally distributed. A study of hospitalized school-age children found that children from low-income families reported significantly higher levels of fear of separation from family, fear of interactions with health care providers, and fear of the health care environment (Hart & Bossert, 1994) . In another study, ethnic minority mothers of hospitalized children expressed the desire for significantly more control over their children's care than did nonminority mothers, a finding interpreted by the author as supporting the need to provide protection in a setting staffed primarily by people who do not reflect the mothers' ethnicity (Schepp, 1992) . Although Schepp's study focused on out-of-home treatment for medical care, it seems likely that these issues might also be a concern for ethnically diverse families whose children are placed in residential treatment facilities, which are staffed predominantly by nonminority individuals.
Limitations of the Study
The limitations of this study are implicit in its sampling method and design. Because there are no listings that identify families whose children have received mental health services, we created a sampling frame on the basis of lists from organizations that provide services and supports to this population. Although our sampling strategy allowed us to survey a national sample of parents, the sampling frame was probably not fully representative of the population of interest, caregivers of children with serious emotional problems. Studies have found that parents on either end of the income spectrum tend not to be members of support organizations (Koroloff & Friesen, 1991; Turnbull & Turnbull, 1997) . Our sample is more ethnically homogeneous and better educated than the general population and, in addition, was recruited from family advocacy organizations. However, there is no reason to expect that parents who are less educated and more ethnically diverse would have less difficulty maintaining contact with their children in out-of-home care. Parents affiliated with a family advocacy organization are likely to be more active in their efforts to maintain contact with their children. Parents who are not involved with a family advocacy organization may be unaware of their rights to contact if staff does not inform them.
Until this study is replicated with other populations (families not affiliated with family support organizations), our findings should not be generalized to the population of all families whose children have emotional, behavioral, or mental disorders. It is likely that parents who answered our survey had more positive experiences than those who were not members of family advocacy organizations. Parents may have different experiences from state to state. Nonetheless, these findings point to a number of areas that have received scant attention in the mental health literature.
Implications
Accrediting and licensing bodies have a critical role in developing standards that address issues of great concern to children and families who use out-of-home treatment settings. Accreditation and licensing standards should reflect the most empirically sound and current theory and knowledge base for informing agency practice (Class, 1968 , as cited in Costin, Bell, & Downs, 1991 . To ensure appropriate standards and regulations for parent-child contact in out-of-home treatment, parents must have an authentic voice in the adoption of such regulations (Costin et al., 1991) . Providing guidance to agencies in the area of parent-child contact requires specific attention to agency policies and practices that directly affect parent-child contact. However, recent demands for multiple changes in practices resulting from managed care philosophies may contribute to the resistance of residential treatment facilities to changes that require new ways of providing services (Costin et al., 1991; Kennard, 1997) .
In addition to the influence of accreditation standards on policies and practices in out-of-home treatment facilities, practices are shaped by the attitudes, knowledge, and skills of administrators as well as supervisory-level and front-line staff (Costin et al., 1991) . According to Landsman et al. (2001) , the implementation of family empowerment and family development concepts in residential treatment has been inconsistent and sporadic. Carlson, Barr, and Young (1994) noted the need for residential treatment staff to work more closely with the families of children in their care. Our findings indicate the wide variability of visiting practices from setting to setting. There is evidence in the literature that variability of work experience, training, and qualifications among residential treatment staff is related to low professional status and compensation and high rates of staff turnover (Costin et al., 1991) . A study by Coleman (1999) suggests that training in family-centered practice is correlated with more positive staff attitudes toward parents. Training and professional education may enhance staff members' theoretical understanding of the effects of parent-child contact in maintaining family relationships and provide pragmatic knowledge of the effects of regular contact on reducing the length of placement and improving long-term outcomes. For some staff, who are long accustomed ships through carefully crafted policies and practices to acting in place of parents (VanderVen & Stuck, related to parent-child contact.1996) , such training may involve a major shift in thinking. Training efforts also need to support affective as well as cognitive changes on the part of staff, with empathy-building exercises as an important part of helping shift staff attitudes to a new paradigm of family involvement (Alwon et al., 2000) . In addition to changes in staff attitudes and knowledge about family relationships, concrete strategies to promote parent-child contact are needed, with special attention to cultural and social class differences between staff and family members (Braziel, 1996; VanderVen & Stuck, 1996) .
Past studies have indicated that agency policies are powerful influences on staff attitudes and practices that can either support or constrain family involvement in health and mental health settings (Giganti, 1998; Hess, 1988) . Further research is needed to identify mediating influences, including visiting policies and opportunities for family participation in relationship to child outcomes. Identification of individual and organizational factors that affect parent and child distress when children are placed in out-of-home treatment is needed to help child welfare and mental health providers develop interventions that are most supportive of parent-child relationships and best able to decrease the distress associated with separation. Special attention needs to be paid to identifying stressors for families of color whose historical experience with societal institutions dominated by nonminority personnel may accentuate the stress and increase the need for interventions that respond to culturally relevant factors.
Conclusion
These findings point to a number of areas that have received little attention in the mental health literature. Widespread restrictions on initial contact and agency policies that treat parent child contact as a privilege that needs to be earned highlight the gap between the espoused philosophy of family centeredness and actual practice in out-of-home settings. Our findings reveal areas to be addressed if family-centered services are to be implemented consistently in residential settings. The evidence from research studies overwhelmingly supports the importance of preserving parent-child relationships in out-of-home treatment. The challenge is for accreditation bodies and advocacy organizations to heed family voices and hold residential treatment programs accountable for strengthening and maintaining parent-child relation.
